INTRODUCTION
Secrets and confidentiality are critical concerns in doctorpatient communication and fundamental aspects of every medical encounter. 1, 2 Nevertheless, these issues, including their prevalence, impact, and consequences, have been largely unexplored in the medical literature. In the face of increasing demands for data sharing across health record systems and growing concerns about secrecy and confidentiality, the need for research in this area is great. 3, 4 Current medical practice provides few guideposts and fewer guidelines about how clinicians should handle secrets and confidentiality. The social sciences, philosophy, and ethics have contributed to the study of secrets and secrecy, [5] [6] [7] [8] [9] [10] [11] [12] but their influence on the study and management of secrets in health care has been extremely limited.
The subtle, but important distinctions between secrets and confidentiality allow them to be considered as two different constructs. The first is universal and is related to human personal handling of private information; the second represents the ways in which personal private information is handled by others. In the case of health care, these others include professionals such as physicians, where a specific social contract dictates the rules for managing private medical information. Given the broad nature of what is considered private in medical interactions, there is significant overlap between these concepts. Confidentiality may be considered the context of information handling, of which secrets are a subset. As Robinson 13 notes, "Essentially, confidentiality is respect for other people's secrets." We sought to unpack the constructs of secrets and confidentiality in medicine through an exploration of physicians' perceptions from their clinical practices. Although attending to the broader nature of confidentiality, we focused primarily on the nature, form, content, and role of secrets in primary care. We explored the intuitive strategies used by family physicians to cope with secrets from which we developed a categorization system and conceptual model. Our ultimate goal is to delineate possible interventions and strategies for identifying and coping with secrets in daily clinical work.
METHODS

Data Collection
Focus groups of family physicians comprised the primary method of data collection. Focus groups 14 are semi-structured meetings of individuals to discuss a topic using a prearranged moderator's guide, consisting of general questions supplemented by probes. SR, JB, and AB developed the moderator's guide (Appendix 1) for this study through an iterative consensus building process. The assumptions for the moderator's guide were informed by the investigators' clinical experience and discussions with trainees in family medicine. These were also influenced by insights from stories collected for a chapter on secrets in a book that two of the investigators edited 1 and a close reading of the work of Imber-Black on secrets in families and family therapy. 7 The data collection process began with the construction of an initial guide, followed by pilot testing of questions and probes, and subsequently, through cycles of refinement, based on the outcomes in the actual focus groups and further hypothesis testing and discussion among the investigators. The guide was meant to cast a broad net for exploring the topic, while zeroing in on specific practices and beliefs.
Each group had a moderator (JB, SR, or AB) who directed the inquiry using a "low authoritarian" style and at least one observer who kept notes of group process, important statements, and insights. Groups were conducted for 75-90 minutes, in Hebrew. Sessions were audiotaped for later transcription. Immediately following each focus group, the moderator and observer discussed and recorded key insights. Saturation of data was reached by the seventh group and reaffirmed during the eighth and final group.
The research was submitted to the Helsinki Committee on Research (an institutional review board) at the Ben-Gurion University of the Negev and received a response of "exempt". Informed consent for participation and audiotaping was obtained from all participants at the start of each focus group.
Sites and Subjects
A total of eight focus groups were conducted at locations in the north, south, and center of Israel, each meeting on one occasion. Invitations to participate were given orally and through written invitations to practicing family physicians and those in training attending regional or national CME and training activities. The time and date of the groups were noted in all announcements, and the purpose of the groups was listed as "research on secrets in medicine". The number of participants in each group varied from 5 to 11 with a total participation of 61 individuals. Participants included 33 board certified family physicians, 26 family medicine residents, and 2 general practitioners. The physicians were all Israeli citizens with a wide variety of seniority, ethnic, religious, and immigration backgrounds. Given the nature of the enrollment process, it is not possible to comment on the proportion of subjects who declined participation or to describe any differences between those who did and did not participate. In general, this type of qualitative research tends to attract individuals with a propensity to contribute in group settings. Given the relatively small size of the family physician community in Israel (less than 900), participants tended to have at least some familiarity with one another. Informed consent was obtained from all participants.
Data Analysis
Data were analyzed in several stages. Moderators' and observers' process notes and observations, recorded during or immediately following each group, provided provisional analysis. These generated a list of initial categories and influenced the content of the moderator's guide for later groups. Audiotapes from the focus groups were transcribed verbatim in Hebrew. The accuracy and trustworthiness of transcription was verified by the quality checking samples of the transcripts against the original tapes. These transcripts were subsequently analyzed both by the individual investigators and during investigator meetings using "immersion-crystallization", a qualitative analytic style involving cycles of concentrated textual review of data, combined with reflection and intuitive insights, until reportable interpretation becomes apparent. 15 The results of the initial analysis were melded, through an iterative process, with results from the analysis of transcripts and key insights from the literature, into the crystallization of contextual types, content categories, processes, and models. Translation of transcripts into English occurred at this stage and in preparation for publication in an English language journal.
Research Group
Three of the investigators (SR, AB, JB) are senior academic family physicians with extensive experience in qualitative research, including focus group studies of patients and providers. One researcher is also a medical anthropologist (JB). The fourth investigator is a Ph.D. candidate in medical sociology who served as a research coordinator.
RESULTS
Definitions
Perhaps the clearest and most commonly shared theme running through all groups was the issue of common definitions. This was complicated by the close linguistic association in Hebrew (unlike in English for example) between secrets (sodot) and secrecy/confidentiality (sodiut). Participants generally constructed a common set of working understandings, in which confidentiality was more akin to the background or wider domain of health care involving records, the whole health care team, and all interactions. For example: Everything [is confidential] that relates to your being the person's doctor. There are also issues of confidentiality between everybody in the system
Secrets occupied a much more limited field than confidentiality. Participants offered various definitions, from simple descriptions to elaborate, complex, and sometimes mystifying explanations.
For me everything that is done with a patient in private in the room...is a secret. There are several levels: Things the patient keeps for himself and doesn't talk to me about, others that I keep to myself and don't disclose....
The Epidemiology of Secrets
Participants were unanimous in reporting that they encounter many secrets in medical practice, although they were often surprised at how the issue had escaped their attention until it emerged in the focus group discussion. They described a multiplicity of secret topics, situations, and categories and a vast array of active participants, accessories and coconspirators: from the doctor and the patient, to the family, the office staff, the community, bureaucratic organization, and governmental bodies.
Local variations were present in the epidemiology of secrets, based on a variety of factors related to the physician and the population. For example, one participant noted:
I am working in two clinics, one in a village where I don't know anybody; it's my first time in this place. And I also work as a physician in the village where I grew up, where people know me well...In my village they almost don't tell me anything about these things. In the other village, I hear more and more, and I am overwhelmed with the frankness. I haven't dreamt to hear such things... the flood of stories grows all the time.
Content: Types and Categories of Secrets
Discrete secrets in primary care were grouped by context and content.
Contextual Types. Participants described two main contextual types: one that was limited to a particular doctor-patient dyad (individual secrets) and another that expanded beyond the dyad to include other parties (multiparty secrets). Individual secrets involved just the patient and the physician while multiparty secrets were characterized by bringing multiple parties into the doctor-patient relationship, whether physically, virtually, or by insinuation. Examples of multiparty secrets included: Content Categories. Categories were larger content areas that emerged (Table 1 ) from the immersion-crystallization process and the interpretation of quotes, descriptions, and themes (see Table 2 ). Examples include: domains prone to secrecy (see Table 3 ), toxicity of secrets, or the special problematic of secrets in family medicine.
Toxicity of Secrets. We found secrets to have a spectrum of toxicity to the secret bearer and to others involved, This ranged from extremely mundane to life-threatening. Toxicity was assessed by the threat that attached to the secret's becoming common knowledge or to the normative legitimacy of the secret's content. In the former situation, the patient's Secrets with life-threatening toxicity included the HIVpositive status of a spouse and the paternity of a child through DNA testing.
Special Problems of Secrets in Family Medicine. Family medicine was identified as having special challenges in the area of secrets, particularly in terms of the maintenance of boundaries between various family members treated by the same physician or team. Situations often arose in which a secret confided by one family member had to be kept from another family member, who was also a patient of the same physician. For example, as one physician participant divulged:
I am taking care of a family that is now left with only a father and a son. The mother had ovarian cancer and she passed away three or four years ago...The son, an only son, was then 27 years old and underwent psychiatric care while the mother was doing badly...He got married abroad and [he and his new wife] had a baby and they are back in Israel now. ....The father has already approached me and asked me to keep it a secret [from the daughterin-law and her family] that his son was in therapy...
Process: the Lifecycle of Secrets and Patient and Doctor Coping
Analysis yielded insights about processes as well content of the focus groups. These involved the sources, formation, mainte- nance and trajectory of secrets (that we elected to call the lifecycle of secrets) as well as doctors' strategies for coping with them ( Figs. 1 and 2 ).
The Lifecycle of Secrets. Secret Formation. The process of formation of secrets in primary care only began after some concealed personal information was deposited in a practitioner's hands. This could happen explicitly or tacitly. Sources of secretive information could be multiple. They could be the result of disclosure, revelation, or intuition in the patient-doctor relationship, or from information that reached the doctor's ears and awareness through family members, community sources, health care team members, or medical records. The communication of information could be either intended or accidental, and in a world with increasing amounts of data and data sharing (e.g., involving electronic health records), the opportunities for the disclosure of personal information were manifold.
Steps beyond the information's existence had to be taken for it to be classified as a secret. To begin with, the data had to be defined as something that could not be shared with another party, with the implicit or explicit identification of individuals or groups that were included or excluded from the secret. These could include anyone from patients, to health and governmental authorities or institutions, to colleagues, and allied health professionals.
Maintenance and Trajectory of a Secret. Once created, the "life" of a secret was dynamic ranging from complete and enduring concealment to a lively trajectory with many twists and turns. In many cases, secrets came and went once their possessor disclosed the experiences or life events that rendered it irrelevant (death, distancing, end of therapeutic relationship, etc.). One ...[A few years ago, a patient of mine,] a mother, disclosed an affair to her husband, but just as the couple was about to separate, their daughter came down with a serious disease. Their daughter's disease kept them together. However, the father came in two days ago and asked for a test for an STD... The daughter came in a few hours later and asked for a certificate for certifying that she was fit to work...[she is now healthy].
Doctor's Coping Strategies. Participants' accounts of their coping with secrets were filled with misgivings, pitfalls, and conflicts, many of which were never discussed openly. Participants noted that they were never prepared in their medical training to deal with secrets, and they were likewise unprepared to handle them in their practices. Despite this fact, they reported often being entrusted with secrets that were confidential yet were obliged medico-legally to record or report them in the medical record or to a third party. Being caught in the grip of dual or multiple accountabilities created untenable situations and tension. Key issues included: How should secrets be recorded (medico-legal consequences), and to whom does one owe allegiance? ...a patient was in home hospice, and her son and his wife took care of her wonderfully....
[however] they were scared that [the patient] might find out what she had and the prognosis...they demanded of me not to disclose...At a certain point I told them that I simply cannot take care of her, I cannot keep the secret if she asks... She [the patient] started to ask why I wasn't coming and in the end they asked me back on my conditions.
The most frequent challenge described by participants was becoming a secret possessor without choosing to do so. This often resulted in triangulation, jeopardizing relationships all around. For example, one participant recounted:
Only a week ago, a woman of 55 or so, who [is a patient of mine along with her husband], says she has a son of 23, who has acted very strangely since he was 8 or 10 years old. But her husband always says that he is OK, that he will grow out of it, that he is fine and doesn't need any help. But now she really wants psychological help, because he started yelling and the neighbors complained. I said I want to meet with him, to see him. She says, "I don't want my husband to know that I was here to ask for help"...
Participants' coping strategies varied greatly: from threatening to discontinue the relationship should the patient not be willing to "open" the secret, deferring to the health care team or to a higher authority, building on trust and patient-centeredness, or making a record (see Table 4 ). Clearly no recipe for all situations was felt to exist, and participants reported using multiple strategies to handle secrets. These varied from: & Practical tips to sophisticated interventions-"Tell if they ask, do not volunteer [information]," and "Send inquisitive family members back to the patient," to "Discuss with a secret-giver why she wants me to refer her husband for some tests...and then come to terms with the wife in order for her to bring her husband to do the tests."
DISCUSSION
Although the medical literature on secrets is scanty, this study can be compared to the few investigations in the health care field [16] [17] [18] [19] [20] [21] and to work from other academic disciplines. Newman 18 discussed two hypothetical cases of family secrets in family medicine and proposed a guideline for secrets management, which is strikingly similar to the "secret management" box in our model. In 1991, Burnum 2 described 162 secrets revealed to him over a 14-year period of medical practice. He classified the secrets he encountered as being about injurious personal habits, mental or physical incapacity, family discord, or hidden physical symptoms. These echo our content domains, such as propensity to secrecy. Burnum also posed questions that might well resonate with our respondents, such as: "How can physicians best handle the unsavory but unavoidable burden of knowing secrets about their patients?" He stated that even though he was a firm believer in informing the patient about what was disclosed to him, his practice was more frequently the opposite. Like our informants and the investigators in the current study, Burnum concluded with a conundrum: "How are we physicians to reconcile these conflicting views and arrive at a policy for dealing with secrets that is respectful of patients and acceptable to our conscience." Similar concerns were raised in two recent studies. Petronio, 20 noted that "when the patient steps outside of the information requested and reveals what may be deemed as disclosure surprises, that is, revelations that are "inappropriate", too private, or represent too much information to a nurse and other Stop the discussion when disclosure is eminent and clarify your limits and the shared "ground rules" of secrecy Openly discuss whether the situation requires secrecy and when possible, move the topic into the nonsecretive realm Make it clear that you cannot function under secretive constraints, when it seems appropriate Avoid triangulation by, for example, encouraging the secret discloser to bring in the excluded party (i.e., for a wife to bring her husband into the secret) Consider acquiescing to role that the patient or family wants-after discussion of ethical issues and after consideration of your own limits Use creative ways of recording or certificate writing that include the truth, but maintain essential elements of the secret Avoid secret formation and maintenance by deferring to higher authority, deferring to team, or to the need to build trust Reframe the doctor-patient relationship by considering everything as a secret Review secrets with patients on a periodic basis and discuss which ones can be disposed of or converted to nonsecrets Seek mentorship and counseling from partners and ethicists health care providers, these incongruous revelations could negatively influence the communicative interaction with the patient and ultimately mediate health care". Similarly, Morse et. al., 19 have broached the flip-side of the issue of patient secrets-that of disclosures by physicians to patients. They conclude that such disclosures seem to be present in about 20% of the primary care encounters they studied and are often inappropriate. The social sciences, literature, philosophy, and ethics have contributed much to the study of secrets, secrecy, and the ethics of secrecy. Investigations of secrets in these disciplines have focused on particular aspects and issues, such as truth telling (especially in telling bad news), ethical aspects, [3] [4] [5] [6] 16, 21 and trust/deception in patient-doctor communication. 17 Authors from other disciplines who have made substantial contributions include: Bok (philosophy), Bradshaw (family studies), Imber-Black (family therapy), and Petronio (communication studies). [7] [8] [9] [10] [11] [12] Striking examples of findings from other disciplines that concur with findings generated in this investigation, include:
1. Bok's taxonomy of realms of the private (which are prone to secrecy) is highly consistent with the one generated by Burnum. 2. Bok's 8 distinction between healthy and shameful secrets.
3. Imber-Black's 7 categorization of secrets into: "positive,"
"toxic," and "dangerous". 4. Bradshaw's 10 description of "degrees of toxicity"-a construct that came up in our analysis (see "Toxicity of Secrets").
Our inquiry yielded rich information and insights that enabled the construction of a model of the life cycle of secrets and their management; however, there are significant limitations to this study. The absence of a few expected content areas, such as that of the sacred and spiritual, money exchange in medical care, and forbidden relationships, may point to the incompleteness of our data collection phase and the limitations of self-report. This could be because of a number of factors-from the participants being known to each other (and less likely to divulge sensitive information), the presence of outsiders-the moderator and observer, or to the sheer depth and breath of secret categories.
Another limitation stemmed from the fact that the focus groups were only conducted in one language and in one specialty using convenience sampling. More significant insights might arise from a broader comparative approach. It is also the case that the focus groups, transcription, and analysis were conducted in Hebrew, while the manuscript and the models were written in English. Although there are distinctive differences in the meaning of certain words that do not translate directly to English, these appear to be limited, and the authors have attempted to provide accurate cultural translation of idiomatic terms that should avoid modification of the models.
Despite its limitations, this exploratory study provided many unexpected insights. Beyond the existence of secrets in health care and the difficulty that they may pose, we were able to formulate context and content categories and a model of secrets, with a management component. These potentially expand the academic discourse and may also break new ground. As an initial excursion into uncharted territory, this study raises more questions than it answers. Our findings suggest that primary care secrets are ubiquitous, heterogeneous, and occur at different levels of "toxicity". They have a life cycle from creation to maintenance and vary from extinction to perpetuation.
Secrets are complex social constructs that have not been well explored in medicine to date. We hope that our study will provide a stepping stone to a greater emphasis and research on this important topic. 
